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proved of service in the treatment of myxcedema, and would
probably also be of use in eachexia strumipriva.

It has been suggested that transplantation of thyroid tissue
into the patient miglht do good. On January 19th, 1889, Dr.
Birelier, of Aarau,i4 transplanted a portion of tolerably nor-
mal thyroid tissue into the abdominal cavity of a patient
sufferinig from cachexia strumipriva. The patient was muclh
benefited, and was able to return to work. Three months
later it was evident that the transplanted piece of tlhyroid
had atrophied, as tlle disease again showed itself anid pro-
gressed. A second transplanfation was made again, and again
an improvement-and this time a greater-is said to have
resulted, as the patient recovered for nine montlhs. The sym-
ptoms thlen recurred slightly, but the beneficial effect of the
operation was, according to Mr. Horsley, indubitably esta-
blislhed. Professor Kocher informed Mr. Ilorsley that as long
ago as 1883 lie liad attempted to obtain the same results by
transplanting a small portion of the gland freshly excised
fromi a goitre, but the piece of transplanted gland was soon
absorbed.
In 1889 Professor Kocher took up the subject again by

transplanting, in two cases, the half of a thyroid gland into
tlhe abdomen, fixing it to the wall by sutures. In botlh the
gland was "aseptically exfoliated " after a time. In three
cases lhe put the gland loose in the abdominal cavity. The
results of these cases have, I believe, not yet been publislhed,
but it is said tllat one patient has already considerably im-
proved since the operation. Mr. Horsley has suggested that
similar operations should be attempted for idiopathic myx-
iwdenma. At least two attempts of this kind have been made in
this country by MHr. Hurry Fenwick and Dr. AV. J. Collins,
who have transplanted sheep's thyroids under the breasts of
patients suffering from myxcwdema. Both these gentlemen
have very kindly sent me notes of their cases. In Mr. Fen-
wick's case the operation was done under very disadvantage-
ous circumstances, wlhen the patient was in the very last
stage of the disease. Although some temporary improvement
seenis to have occurred, yet the patient did not recover, but
died two days afterwards. In Dr. Collins's case the whlole of
a sheep's thyroid, weighing some 6 or 8 ounces, was tranis-
planted. The wound healed without any trouble, and the
patient is now, ninie weeks after the operation, alive and well,
but Dr. Collins tells me lie is doubtful whether any improve-
ments that have beeni noticed in the condition of tlle patient
are substantial or likely to be permanent.
The information that we have, therefore, on the subject of

transplantation of tlhyroid tissue, although not very enicourag-
ing, is, I tlhink, on the whole, sufficient to warrant us in
giving the operation a further trial before concluding defi-
nitely that it is a failure.

[At the close of the lectures several patients were exhibited
from whom goitres lhadl been removed by the lecturer.]

THE SIURGICAVL TREATMENT OF CARCINOMAIA
OF THE STO'MACH AND INTESTINES.1

By FREDERIC BOWREMAN JESSETT, F.R.C.S.ENG.,
Surgeon to the Cancer Hospital, Broimipton.

THE object of this paper is to give my views and experience
of thle best method of treating surgically carcinolm-a of the
stomachl anid intestines.

('arcino?nla of the Sto?nach.-Tlhe stomach may be attacked
either at the cardiac eiid, the body, or the pyloric orifice by
carcinoma, aind differenit forms of operative treatment lhave
been practised wlien the disease exists in each one of these
situations. When the disease is situated at the cardiac end
or body of the viscus, it is obvious that the only operation
that is available to relieve the patient is either to remove the
disease, if possible, and unite the cut edges, or to openi the
canal below the seat of the disease and establislh a fistulous
openin-g throuiglh whichl the patient can be fed. On the other
hand, if the disease is situated at the pyloric outlet, it may be
removed, or a communication may be established between the
stomach and jejuLium, thereby slhort-circuiting the pnssage of

14 Horsley, BRITISH MEDICAL JOURNAL, 1890, ii, 201.
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food and preventing it passing over and irritating the diseased
surface, or these two operations may be continued.
The operations may be classified thus: 1, Gastrostomy;

2, jejunostomy; 3, excision of the disease; 4, Bernay's
operation of curetting the disease; 5, pylorecto¢ly; 6, com-
bined pylorectomy and gastro-enterostomy; 7, gastro-enteros-
tomy.
The preparation of the patient is much the same in all

these operations; only such nourislhmen-t as ean be readily
assimilated should be given by the moutlh, and if the disease
is situated at the pyloric orifice the stomachl should be kept
washed out with some antiseptic solution; I use salicylate of
soda and water, 20 per cent. The patient slhoul(d in all cases
be fed by nutritive enemata and suppositories. I always give
an enema of brandy and beef-tea just before the operationi,
andl I am in the habit of placing the patient on lhot water
cuslhions during the operation.

Abdo2nincal Incision.-This again applies to all the operations
under consideration. In Fig. 1 wvill be seen the different

Fig. I1 Slo~iing different incisions adlopted in pyloiectomiy anidgastro-eintrostoniy.
situations in whiceh the incision may be miade. If tlle grow!ih
is small and the object of the surgeon is to excise the
disease, or in cases of gastrostomy jejuiostomy, pylorec-
tomy, and certain cases of gastro-enterostomy, the medhian
inceision is thle most convenient. If the growth is at tLe
pylorus, fixed, and so large as to extend over to the left
of the middle line, as shown in the figure, the stomachi being
mucli dilated, thlen the operationi of gastro-eniterostomy
is the only available operation, and the inceision over theleft linea semilunaris will be founid to be tlhe best. Billrotli
hias recommended the third or oblique incision, but except'-
ing for gastrostomy, I have no liking for it. The advantage
of the incision in the left linea semilunaris are that
dilated stomach is more readily turned up and the origin of
the jejunum is directly under the incision.

Gastrostonmy and Jejuno8tomy.-fn performi ,gthese opera-



1378 THE BRITISH MEDICAL JOURNAL. [June 27, 1891.~~~~~~~~~~~~~~~
tions I have recently adoptedl a niovel method of uniting the
stomacll ol intestine to the parietal wound wvhich is de-
picted in Fig. 2. The abdominal incision being made about

Fig. 2.-Showing ietolldod of performing gastrostomy and jejuniostoiiy
witlh bonie plate oln abdomen.

two or tlhree inches long either in the middle line or parallel
to the ribs, a portion- of tlle stomach or a loop of the intestinle
is drawni throughl the wound. A long straight needle, armed
with silkworm gut or chrom-nicised catgut, is passed beneath
the serous and muscular coats of the viscus in a longitu-
dinal directioii for about 1 inclh on one side, aniother suture
is passed in a similar manner parallel to the first and
about 1 inelh from it two other sutures are theni passed
from the points of exit of eachl of the longitudinal sutures
on one side and brought out at the point of exit of the oppo-
site longitudinal suture, tlhus forming a parallelogram be-
tween the four sutures, the sutures armed witlh needles
are next passed tlhrouah the wlhole abdominal parietes about
half an inclh from the cut edges. and passed through a bonie
or otlher plate witlh an openiing in the centre anid hield in posi-
tion by claimp forceps while a couple of sutures are inserted
at each enid of the inicision through all the parietes and tied.
A small portion of the viscus is next caughlt up, by passing a
pair of clam) forceps tlirouglh the openincg in the plate, and
drawni thlrough it; a lhare-lil) pin is then passed through the
coats of the viscus, wlichl is thius fixed. In the course of two
or three days the gut is readily oplened by cutting down on
the pin. It is well to pass a suture through the cut edges
of the viscus oni each side anid fasten it to one of the sutures
,crossing the plate. A winged soft india-rubber catheter is
passed tlirotulg the opeinilng inito the viscus anid the patient
fed throughl it.

I have been well pleased witlh tlle result of the operation
in the tlhree cases in whiclh I lhave tried it, as thle, open-
ing resulting is v-ery small, and there is little or no leakage
of gastric or initestinal fluid. In the tlhree cases in whlich I
performed this operation tlle patients were able to feed
themselves by mleanis of a funniel attaclhed to the india-
xubber catlheter. One man, wlho was suffering from extensive
carcinoma of the stomachl, lived in comparative comfort for
nine imiolntlhs after the operationl-anotlher six months.

Excision of the Diseased Portion of the Stomach.-Should
carcinoma exist in the anterior wall of the stomach and be
diagnosed very early, there should be very little difficulty in
removing it by excision, but the early symptoimis of carcinoma
of the stomach are so obscure, tllat unless a distinct growth
is felt to exist, tlle surgeon would not be justified in advising
operation. Slhould, however, a small growth be discovered, and
on opening the abdomen it is found to be limited in extent,
there would be no difficulty in reinoving it. For this purpose
I would advise the median incision betweeni the ensiform
cartilage and the umbilicus. The portion of stomach in which
the growtlh is situated should be drawn through the wound, and
removed eithier w-itlh scissors (wlhicll I prefer) or the knife. Any
bleeding point slhould be ligatured with fine catgut, and the
wound in the stomach closed by a couple of rows of Lembert
sutures of fine silk.

In this operation the stomach should be washed out on the
morning, and again just before its performance, with a solu-
tion of salicylate of soda. For the twenty-four hours succeed-
ing the operation, only a little warm water should be allowed
to be taken by the mouth, after which time, if there is no
vomiting, small quantities of peptonised milk at frequent
intervals might be given.
Bernay's Operation. I have had no experience of curetting

the disease. It does not commend itself to me, but Dr.
Bernay expresses himself as well satisfied with the result in
some cases in which he has practised it.
.Pylorectomy.-Since the year 1879, when MI. PBan first per-

formed this operation for pyloric carcinoma, it has been re-
peated from time to time by Billroth, W6lfler, and Czerny on
the Continent with a small percentage of successes. ln this
country the operation has been performed a few times, and
with only one successful result. The causes of this high rate
of mortality are not far to seek, as patients rarely come under
the care of the surgeon until their strengtlh is so far reduced,
that the shock alone in many instances has been responsible
for the fatal result. This cause is more especially applicable
to the operation as performed until Senn introduced the use
of decalcified bone plates, thus doing away with the compli-
cated system of sutures that had previously been employed,
and reducing the time of its performance to from half to three-
quarters of an hour. The different methods that have been
practised of uniting the stomach to the duodenum after exci-
sion of the pylorus are well represented in Figs. 3, 4, and 5.

Ce~~~~~~~~~~~~~~~~~-
Fig. 3.-Stomac' united obliquely from above the

united at lowver angle.
duodeniu.n to be

Fig. 4.-Stomach united a')ove and below; opening for fixing duo-
denium in centre.

In Dr. Rawdon's (of Liverpool) successful case, the disease
was limited and freely movable, and the patient was in a
favourable condition for operation. The pylorus was excised,
and the divided ends of the stomach and duodenum were united
by (Fig. 6) decalcified bone plates. The operation was not
nearly so protracted as would have been the case if it had
been performed by the old method.
Another cause of failure in these operations can be traced

to the very limited length of the duodenum, which is covered
by peritoneum, so that if the disease is at all extensive, it is
nearly impossible to leave a sufficiently lolng piece of duo-
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denum so covered to nnite to the stomach. In any case there
must be a very considerable drag and fear of leakage.

Fig. 5.-Stomach united from below the duodenum to be united at
upper angle.

Fig. 6.-Pylorectomy. Stomachl anid duodenum ninited by decalcified
bone plates.

Combined Pylorectomy and Gastro-Enterostorny.-The high rate
of mortality attending pylorectomies led surgeons to devise
another operation. The combined operation has been per-
formed by Billroth and N. T. Bull of New York, and had been
suggested by myself quite independently, tlhough I had not an
opportunity of carrying it out. It is performed by excising the
pylorus and closing the divided ends of the stomach and jeju-
num, and restoring the continuity of the canal by uniting the
jejunum with the anterior part of the stomach by means of
approximation discs (Fig.7), thus combining pylorectomy with

Fig. 7.-Combined pylorectoim-y and gastro-enterostomy.
gastro-enterostomy. Both the cases thus performed were so
successful in their result, that in the future I should always
practice it in preference to performing pylorectomy alone,
even if the disease were ever so small and movable; as, by
adopting this measure, the surgeon would be able to remove
without extra risk a much larger portion of the stomach, and
ensure being perfectly clear of the disease.

Gastro-Enterostomiy.-Should the disease be so extensive
that the pylorus and a considerable portion of the stomach
wall are affected, or if the disease has fixed the pylorus to the

neighbouring parts, it is useless to attempt its removal.
Much can, however, be done to prolong life and to relieve
suffering by gastro-enterostomy, which was introduced by
WV6dfler; the operation, as suggested by him, was attended with
such a high mortality owinlg to the length of time occupied in
performing it, that surgeons were slow to reeommend patients
to submit to it, and it was niot until Senn had plaeed before
the profession the result of hiis experiments, which I with
considerable labour confirmed in this coulntry, that the opera-
tion met with much favour.
Mr. A. E. Barker's2 case is- the first one whichl had been

performed by the method of suturing the stomaeh and intes-
tine together in this country. AIr. Barker made in his case a
very considerable stride in lessening the risk of the operation
by fixing one side with a double row of sutures before open-
inL either viscus. I performed a similar operation success-
fully3 so far as the union of the stomaclh and intestine was
concerned, but the patient died on tlle seventh day from
kinkinig of the gut.
Gastro-enterostomy by Seiinn's metlhod (Figs. 8 and 9) is

Fig. (.-Gastro-enterostoiny; shioNwing bone plates in position..

Fig. 9.- Gastro-enterostomy: operation coiipleted.
now, however, a recognised operation. I have performed
it five times with three successes. It lhas also been per-
formed twice by Mr. Kilner Clarke, of Huddersfield; once by
Mr. Stansfield, of Birkenhlead; also by Messrs. Mayo Robson
anid Brown, Leeds; Beatsoni, Glasgow; Paul, Liverpool; and
Benniett and Symonds, of London, as well as others.

Thle different steps of the operation have been so often
described by me in these columns, that there is no need to
repeat the description here. There are, hlowever, one
or two remarks which I consider of practical importance,
namely:

2 BRITISH MEDICAL JOURNAL, VOl. i, p. 294, 1886.
3 BRITISH MEDICAL JOURNAL, Vol. i, P. 962, 1888.
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1. The incisioln througl the parietes. If the pyloric
growth is small and movable, or does not extend over to the left
too far, I think the median incision between the ensiform carti-
lage and the uimbilicus is handier. If, however, the stomach
is muclh dilated an-d the growth large, the incision in the left
linea semilunaris will be found by far the best. In catching
Lup a loop of intestine the usual direction given to turn the
great onentum over to thle left is wrong. If this is turned up
and over to the riglht and the index finger passed down to the
right of the spinal column along the lower side of the trans-
verse mesocoloni, the notchl in the peritoneum where the
duodenum enids and jejunum commences will be readily felt,
anld it is easy to catch up a loop of the jejunum quite at its
commencement. The importance of attaching the small intes-
tine as near to its origin as possible cannot be over-estimated,
and the practice of catclhing up the first portion of a small in-
testinie that presents itself is hlighly to be condemned, as I
lhave proved on the cadaver over and over again that by adopt-
ing this practicel the surgeon may find to his mortification,
thlat although the operationi per se is successful, yet his
patient dies of marasmus, and on a post-mortem examinatioin
it, is discovered that he lhas fixed a portion of small intestine
within a few feet of the ileo-ceceal valve to the stomach.
Sucli cases have been recorded.

2. A danger that has been experienced certainly in one case
of gastro-enterostomy is the closing of the opening between
the stomachl anid intestine. To avoid this, it is important that
the opening slhould be made sufficiently large (1I inch), and it
may be well to stitcll the mucous and serous membranes of
eaclh opening witlh a continuous catgut suture; this will serve
the double purpose of preventing the opening from closing,
and also the mucous membrane from bulging into the wound.
This difficulty will be also overcome if care is taken to pass
the lateral sutures quite closely to the cut edges; by this
means the incision is kept well opened, and the fear of its
closing is practically nil.

8. TIme sutures used for the plates should be of chromicisedI
catgut, n1ot silk, as recommended by Senn. My reason for
insisting upon this is that in every case in which a post-mortem
examination has been made, although many weeks or even
months after the operationi, the silk sutures have been found
still hanginga in the wounid, and thus forming a fruitful source
of future obstruction. After the plates are tied, it is ad-
visable to introduce a few Lembert sutures over the eind of
them to prevent their tilting. It is not at all necessary to
suture them all round, as lately suggested by Senn.

Carcinoma of Intesti.nes. -In all cases of carcinoma of the
small intestine, whlich as a primary disease is rarely met with,
I should not hesitate to open the abdomen; and if the disease
was not adherent to neighbouring viscera, excise the portion
of intestine. The divided enid should be inverted, and the
serous surfaces secured by a continuous catgut or fine silk
suture. The continuity of the canal should be provided for by
insertinig the bone plates (Figs. 10 and 11), as shown in the

I'

Fig. 10.-lieo-ileostomuy slhowing bone plates in position and ends of
intestine invaginated.

diagram, being always careful to apply the two ends of intes-
tine end oln. Tllis is important to bear in mind, as if they

are applied with the ends directed in the same direction
there would be a liability of obstruction on account of the
acute angle in which the flow of faeces would have to take.

Fig. ii.-Ilco-ilcostomy completed.

Whlien carcinoma is present in the c,-ecum, abdominal sec-
tion should be performed with a view of excising the diseased
portion of intestine; if this is found to be impossible, on ac-
count of the extent of the growth or its fixity, then the ileum
should be cut across, the divided distal end inverted, and
closed with a continuous suture. The transverse colon should
be divided, and, tIme caecal end being washed out and emptied
as far as possible, the divided end shlould be inverted, and the
peritoneal surfaces united with Lembert sutures. The
divided end of the transverse should be closed in a similar
manner; and, finally, the proximal end of the divided ileum
sliould te implanted into the transverse colon at the distal
side of the cut end, in the manner depicted in Fig. 12.

i/w ,',,.

Fig. 12.-lICO-ColoStoMy; shlowing ileuini withi rubber ring in position
forim-plantation.

This methiod of uniting, the small withi the large intestine
is far better than using bone plates. I have performed
this operation twice, and eachi time withi succe'ss so far as the
operation was concerned. The method is one that was de-
scribed by Senni, and consists of lining the portion of:
small intestine with a thin india-rubber ring, fixing it'
to the divided end of the intestine with A continuous,
catgut suture, and then passing twolontg catgut sutures,
armed at each end with an ordinary sewing needle;;,on
being passed through the india-rubber "ring at' its hihr-
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most edge and all the coats of the intestine, one needle being
passed tlhrouglh on one side of the mesentery and the other
on the opposite side, the other thread is passed through the
ring and intestine in a similar manner on each side of the
-convex surface of the intestine. The needles are next passed
tlhrough the seroi-s and muscular coats of the large intestine
at each end of a longitudinal incision which has been made
in the colon of sufficient length to allow of the passage of
the small intestilne, wlhich is next pushed into the colon
tllrouglh it. The two pairs of threads are next firmly tied,
iot too tightly, an( a couple of Lembert sutures passed on
ceach side to unlite the lateral portion of peritoneum of the
colon with tllat of the sm-all intestine. The results, as shown
tfrom a drawing from a specimen, are very perfect (Fig. 13).

Fli-. l:,.--l-cocolostomny coompleted.
The same operatioi mnay be performed wvhen the disease

attacks aniy portionI of the colon or upper part of the sigmoid
flexure, as it is quiite as easy to implant a portion of small
-intestine in the lower part of the sigmoid flexure as it is to
implant it into the transx (-rse colon.

PERNITC I ( )tS, ANE:IMIA: RECOVERY.1
By H. HANDFORD, MI:.D., M.RtC.P.,

Plhysician to the ;eneral lIospital, Nottingham.

PERNICIOt-S an&-nmia terImiinates fatally in such a large ma-
jority of instances that any other restult is apt to excite a sus-
picion as to the correctness of the diagnosis. Nevertlieless, a
few cases of recovery have been recorded by good observers,
and at presenlt we know of no reason why recovery should be
impossible. IPossibly in the following case an attack of in-
fluenza started the process. But I think it may be of advan-
tage to study, in connection wvith pernicious anahmia, suclh
cases of purpura haemorrhagica as the one of whichl I give a
few details at the end of this paper, where a blood poison is
evidently very actively at work.
The following case presented all the symptoms of pernicious

aniemia to a most marked degree, and at one time the patient
was in immiitent danger of death. He has now been gainina
his living as a hawker for the past eight months, and may
fairly be said to have recovered. WNhether he will relapse, as
otlher cases lhave donie, and die of the disease in tlle end
remains for tile future to determine.

J. H., aged 17, a farm labourer, was admitted into the Not-
tingham (General I-lospital on April 23rd, 1890, complaining of
,vomiting, extreme weakness, and frequent painful micturi-
tion. lIe lbad a liglht complexion with fair hair, and had
always beeln pale. He lhad had no previous illness and had a
good family hiistory. His weight was , stone 5--lbs. He
lived in an elevated district, on a light sandy soil, wlhere
malaria is unknowni. He dated his illness from what ap-
,peared to have beent an attack of influenza in January, 189U.
Since that time he had been frequently sick after food, but
liad never vomited blood. He had a fair appetite, no pain at
the stomach, and had not lost much weight. For some weeks
he had had pain over tlle bladder and frequency of micturi-

1 Read before the Midlanid Brancli of tlle British Medical Association.

tion, but this very soon ceased after he eame into the hospi-
tal, and no cause for it was discovered except the irritating
qualities of the urine.
On admission, he was extremely pale and very feeble. The

skin was moist, unduly transparent, and lemon coloured.
The sclerotics had a distinct yellow tinge. (His illness had
been diagnosed as jaundice.) The spleen could be felt 2
inches below the ribs, and it afterwards became larger and
harder, and the notch could be distinctly felt. The liver was
enlarged, the dulness extending 4- inches downwards from
the fifth rib to just below the costal margin. This is of some
significance taken in connectioln with the well known accu-
mulation of iron in the liver in pernicious anaemia. The
heart's impulse was feeble and diffused and extended to the
left as far as the nipple line in the fourth space. There was a
systolic murmur at the apex and in the pulmonary area.
There was also a rough superficial systolic murmur audible
over the sternum between the two second costal cartilages.
It was thought to be pericardial. The urine was always very
higlh coloured-like brown sherry-generally of low specific
gravity (1012 to 1016), and contained neither albumen nor
bile, but always deposited a large quantity of bright-coloured
urates (?purpurine).
On examining the blood, even to the naked eye, a drop ap-

peared pale and watery. The coloured corpuscles were pale,
and some of them almost colourless; they varied greatly in
size, a few reaching , la6 inch, and many being below the
normal average. In a considerable niumber of cells the h-emo-
globin was collected into one or more masses, and in some
wvas in the process of being extruded, producing a buddiing
appearance. The liquor sanguinis was distinctly coloured.
The white corpuscles were increased in number relatively,
being about 1 to 20 coloured; but as the coloured were
diminished down to about 4 per cent. of the normal, the
actual number of leucocytes was only equal to the average.
The enumeration of the coloured corpuscles on tlhree occa-
sionls during the first ten days gave per cubic millimetre
164,000, 213,570, and 154,655 instead of 5,000,000, or an average
of 4 per cent. nearly. The haemoglobin was 10 per cent. of
the normal. Thus the corpuscular richness was diminished
much in excess of the loss of halmoglobin, so that, as is stated
to be the rule in pernicious aneemia, the hiemoglobin value
of each corpuscle, according to the usual calculation, had
increased two and a half to three times. I doubt if this sup-
posed increase in the hlnmoglobin value of each corpuscle
really exists, but believe the true explanation to be that much
ha,moglobin has become extravasated into the serum, partly
nio doubt from the existing corpuscles, but largely from those
already destroyed, and that this heemoglobin in the serum is
included in the calculation. By May 14th the h3emoglobin
had risen to 35 per cent. and the corpuscles to 12 per cent.;
by May 30th to 40 per cent. and 14 per cent.; by July 14th to
60 per cent. and 23 per cent.; by August 4th to 55 per cent.
anld 26 per cent.; by September 28th to 50 per cent. and 46 per
cent. At this period (September 28th) the haemoglobin corre-
sponded with the corpuscular richlness. The lemon-coloured,
jaundiced appearance of the skin had disappeared, and also,
as seen under the microscope, the blood serum had lost its
yellow tinge. The spleen had diminished in size so that it
could no longer be felt; and, in fact, the case had become one
of simple anmemia.
During his illness the patient had two periods of high tem-

perature, each lasting rather more than a fortnight, and with
julst one week's apyretic interval between them. The course
of the temperature was irregular, with an average of 1010 F.,
and an upper extreme of 103.20. After May 29th the tem-
perature never rose above 100.5°. Thlree days after admission
the retina was examined, anid found pale but otherwise nor-
mal. A fortnight later there were numerous haemorrhages ;
six were counted in the left eye and eight in the right. Three
weeks later they had become absorbed, leaving little trace.
Vomiting was a very troublesome and urgent symptom, whlich
continued more or less for many weeks. For the first fort-
night he vomited from one to seven times daily. The re-
jected matter consisted sometimes of food and sometimes of
greenish watery fluid. He had no epigastric pain, and the
vomiting had no definite relation in time to the taking of
food. For rather more than the first fortnight he was gene-
rally delirious at night.


